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INTRODUCTION
Melioidosis is an infection caused by the bacteria Burkholderia pseudomallei. B. pseudomallei is an environmental saprophyte. Melioidosis is endemic in Southeast Asia and Northern Australia. It has varying clinical presentations ranging from pneumonia to visceral abscesses. Central nervous system (CNS) involvement in melioidosis is rare. [1] The incidence of CNS involvement in one of the largest case series from India was 1%. [2] We present a case of CNS melioidosis from South India.
CASE REPORT
A 54-year-old man who was a watchman presented with fever and headache of 5 days duration. He did not have any comorbid illness in the past.
On examination, his pulse was 80/min, blood pressure -180/100 mm Hg, and temperature 100.4°F. A swelling of 3 cm × 2 cm was present over the right frontal region. Systemic examination was normal. Investigations revealed hemoglobin -13.3 g/dl, total count -9500 cells/cu mm, platelets -3.41 lakhs/cu mm, and erythrocyte sedimentation rate 44 mm. Fasting blood sugar -251 mg/dl, postprandial blood sugar -404 mg/dl, and glycosylated hemoglobin -11.9%.
Renal function test, electrolytes, liver function tests, chest X-ray, and ultrasound abdomen was normal. Malaria and dengue -IgM was negative. Blood culture did not reveal any organism.
On the 4 th day of admission, he had a seizure. Antiepileptic was started. Magnetic resonance imaging (MRI) of the brain showed a collection in extracalvarial soft tissue [ Figure 1 ] in a right frontal region measuring about 37 mm with focal areas of the altered signal intensity of right frontal marrow. There was an associated subdural collection in the frontal region with associated meningeal enhancement. The MRI features were suggestive of scalp abscess with bone osteomyelitis and intracranial spread of abscess with focal patchy leptomeningitis.
Incision and drainage of the extracalvarial collection in the right frontal region were done, and pus was sent to the laboratory for culture. Meanwhile, our patient was started on parenteral meropenem 1 g thrice daily. Gram-staining revealed numerous polymorphonuclear leukocytes and a few Gram-negative Bacilli, some Figure 2 ] showed colonies with a slight metallic sheen after 48 h; colonies turned rough with the wrinkled surface after 4 days. Based on positive oxidase test, resistance to gentamicin and polymixin B, the wrinkled appearance and pink color of colonies on MacConkey's agar, a presumptive identification of B. pseudomallei was made. Identification was confirmed by the Vitek 2 Compact system (BioMe´rieux). The isolate was sensitive to cotrimoxazole, ceftazidime, imipenem, meropenem, doxycycline, and piperacillin-tazobactam. Parenteralmeropenem (1 g thrice daily) was continued for 4 weeks. He was discharged on oral trimethoprim/sulfamethoxazole (TMP-SMX) (160/800 mg) twice daily and doxycycline (100 mg twice daily). He was treated with insulin for diabetes. Antihypertensive medications were also started. Oral antibiotics were given for 3 months. Our patient was asymptomatic at the end of 3 months, and repeat imaging showed resolution of the lesions.
DISCUSSION
Melioidosis is an emerging disease in India. Infection results from percutaneous inoculation, inhalation or ingestion. Diabetes, chronic kidney disease, malignancy, and alcohol consumption are risk factors. [2] Sometimes, risk factors can be absent. [2, 3] Our patient had diabetes. Melioidosis can present as an acute or chronic illness with or without sepsis. [2, 3] Pulmonary Melioidosis (pneumonia) is the most common type of presentation in our country. [2] The incidence of CNS involvement in melioidosis is 3% (14/540) according to the Darwin study. [3] No CNS involvement was documented among 32 patients in a recently published case series from India. [4] In Thailand, 1.5% (3/191) of patients with melioidosis had neurologic involvement. [5] In a study of 91 patients (culture confirmed) from Malaysia, 2% had neurologic involvement. [6] Pathogenesis of CNS melioidosis has been debated. [1] The pathogenesis of CNS melioidosis is postulated to be due to direct bacterial invasionor due to hematogeneous spread. [3] Neurological manifestations range from meningoencephalitis, myelitis, spinal epidural abscess, and cerebral abscess to osteomyelitis. [3, [7] [8] [9] Melioidosis can mimic tuberculosis clinically, radiologically, and on histopathology. [2, 8] The culture of B. pseudomalleiis the sine qua non for the diagnosis of melioidosis. [10] In our case pus aspirated from the frontal region grew B. pseudomallei. The bacterium B. pseudomallei is nonfastidious, and grows well on routine culture media like MacConkey's agar, blood agar and chocolate agar; and these suffice for most clinical specimens. Modified Ashdown media is a selective media for B. pseudomallei [11, 12] Treatment consists of an intensive phase with parenteral antibiotics for 2-4 weeks followed by a maintenance phase with oral antibiotics for 3-6 months. [10] Ceftazidime or carbapenems are used in the intensive phase and TMP-SMX is used in the maintenance phase. [5, 10] We used meropenem for 4 weeks in our case. Amoxicillin-clavulanate and doxycycline can be used in the treatment of melioidosis in patients who cannot tolerate TMP-SMX. Mortality is 21-50% for neurological melioidosis. [3, 7] Survivors of CNS melioidosis may have significant long-term neurologic sequelae. [7] Recurrent melioidosis can occur if adherence to treatment is poor. [3] Melioidosis can mimic various infectious diseases. Melioidosis can virtually affect any organ ranging from skin, lung, liver, spleen, prostate, bone, pericardium, and kidney to CNS. As the incidence of diabetes is increasing in our country varying manifestations of melioidosis will be seen in routine clinical practice. Melioidosis should be considered in the differential diagnosis of meningoencephalitis and intracranial abscess, especially in diabetics. In suspected cases of melioidosis, physicians must make a sincere effort to isolate the organism from body fluids so as to confirm the diagnosis. Timely initiation of appropriate antibiotics is needed to prevent a fatal outcome. Poor adherence to treatment can cause recurrence of the disease.
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